Investigators in IHPAF and INHAPAG studies were worksite physicians recruited on a voluntary basis. The sample process was organized in such a way that the geographic locations of the physicians could be representative of Caribbean region and metropolitan France. Visits took place at the annual mandatory examination. Each physician agreed to enrol a random sample of the population he was responsible for. Workers were included if their rank of passage at their annual examination has been previously selected in a random process. The collection of data received the approval of the National Committee on Informatics and Freedom (CNIL). The protocols were approved by local ethics committees. Each individual gave informed consent to enter the protocol. Confidentiality and anonymity were warranted by the worksite physician who sent anonymous data to the survey centre. BP was measured with a validated automatic device (OMRON 705 CP) after 5, 6 and 7 min of rest in the sitting position with a cuff properly adapted to the arm size. 5 The mean of these measurements was taken as BP values. Identification of current medication was based on self-report. Medications, with the doses used, were recorded. Medication from any drug class was not taken into account if not conventionally used in the management of arterial hypertension.
All continuous values were expressed as mean7s.d. All data were checked for normality and equality of variances. Baseline characteristics were compared between French and Caribbean groups with standard w 2 and t-tests. Differences in BP levels were assessed using analysis of covariance to control for age. Logistic regression was used to obtain age-adjusted odds ratio (OR) for prevalence, treatment and control rates of hypertension in Caribbean vs French groups.
The major end points of the study were the use of polytherapy and the overall use of major drug classes among hypertensive patients. Data are presented as percentage, and comparisons between groups were carried out with w 2 and t-test. Confounding factors were taken into account in logistic regression for ordinal outcomes using the absolute number of drug classes as dependent variable. All statistical analyses were carried out using the STATA statistical package (STATA Software, version 8.1, STATA Corporation, College Station, TX, USA).
The prevalence rate of hypertension was slightly higher among Caribbean male workers compared to their French counterparts (Table 1) . After controlling for age, Caribbean men remained at higher risk of being hypertensive (OR ¼ 1.2 (1.1-1.3), Po0.001).
The difference of prevalence rates between Caribbean and French women was higher (age-adjusted OR ¼ 2.0 (1.8-2.3), Po0.001). There was no significant difference between Caribbean and French male workers in the proportion of patients under treatment, nor in the rate of BP control among treated (Table 1) . Conversely, compared to their French counterparts, a higher proportion of Caribbean women were receiving antihypertensive treatment (OR ¼ 2.3 (2.0-2.6), Po0.001). They were also more likely to be controlled (age-adjusted OR ¼ 1.5 (1.2-1.9), Po0.01).
There was a higher percentage of patients receiving combination therapy among both male and female Caribbean workers (Table 1) . Particularly, combination involving three drugs or more was two times higher among Caribbean men and three times higher among Caribbean women. As Caribbean and French population were differing in their baseline characteristics, multivariate analyses including age, obesity and education levels was performed. Caribbean women had a significantly higher risk of receiving a high number of antihypertensive medications compared to French women (OR ¼ 2.3 (2.1-2.8), Po0.001). Among men, this trend did not reach significance level.
The use of diuretics as a single drug was similarly low in Caribbean and French men (4.4 vs 6.2%, nonsignificant). Rates observed among women were higher than among men, but, however, nonsignificantly different between Caribbean and French women. On the contrary, the overall use of diuretics was found significantly higher among the Caribbean men and women (Table 1) . A larger use of calcium channel antagonists and diuretics was also found among Caribbean compared to French workers. Beta-blockers and, more surprisingly, renin-angiotensin system-acting drugs were among the most prescribed drug classes among French and Caribbean workers. In multivariate analysis, diuretics and calcium channel antagonists were found to be more prescribed among Caribbean (data not shown).
This study provides unique data on prescription patterns of hypertensive subjects in the Caribbean regions. To better put the data in perspective, it has been analysed along with data from French workers. This is especially relevant as IHPAF and INHAPAG cohorts share the same design and have mostly similar populations.
A significant better control rate is observed among treated women in the Caribbean's compared to French women. This is hardly explained by the basal clinical characteristics, as Caribbean women are older and had higher rates of obesity. Usually, these characteristics are rather associated with higher prevalence and lower control of high BP. 6 The data presented here suggest that better control rate can be explained by intensification of treatment in the Caribbean's. Caribbean patients were more likely to be treated and more likely to receive many medications. Eventually, such process proved to be successful. 7 Qualitative differences in prescribing patterns such as the larger use of diuretics and calcium channel antagonists could be also advocated. 8, 9 Another main result of this study is the low use of diuretics observed in patients treated by monotherapy. While not in accordance with national and international guidelines available at the time when both cohorts were constituted, this constitutes a far more wider observed phenomenon.
10,11
The 3-year difference between the completion of the IHPAF cohort and the initiation of the INHAPAG cohort is a main limitation of the study. In this, otherwise short period, notable changes may have taken place in the therapeutic arsenal. 12 The selective aspect of worksite participation must also be recognized. Worker populations are usually healthier than the overall population, a gap maybe larger in the Caribbean's than in France given their higher unemployment rates.
Taken together, our results show a trend towards intensification of treatment in Caribbean when compared to French workers. As a result, the higher control rate obtained, at least among women, gives further hope that better control of BP and better prevention of target-organ damage can be achieved in these populations. 
